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ARIZONA STATE BOARD OF HEALTH
" BUREAU OF VITAL STATISTICS
STANDARD CERTIFICATE QF BIRTH.

Btat A y : .
(H birth oceurred in & nap:lal or instit lmn, give ita NAME icstead of sirest and nu.mber) :

State File No.._

1. PLACE OF BIRTIHL Registered Mo, .‘ B,

Fl

County.

District or m -
City

2. Foll name of child OM

{ 1 child iz not yet named make . -

supplemental report, as directed,
- 3.8exof GRUS | To be amewersd ONLY 1 4 Twln. triplet or o(hér _____ 8. Legitimnte?
in event of plura] of blrlh
turat . Pate b, 14a
births. 5. No., in order of birth__.. ... MM_ Day

=~

JER

: I:?n
Full name -
[DQ/V\A e

Full mnldeu name

31 OTIE

JRW

8. Residence
{Usual place of sbode)

If non-resident, glve piace and state.

Wilapnl

)?’IMW

15 Resldence -
(Ususl place of abode)_

10. Color or race

Yo .

16 Colot or race

WL

If non-resident, give place and state.

- order of birth stated.

12. Birthplace {ciiy or place)

11 Age at last birthday.. A3 (Years)

A e

(Btate or country)

18. Birthplace (city or placs) ,. -/

13. Occupation

Nature of Industry W

{8{ate or country)

19. Occupation
" Nature of l;:_ld.uiﬁ'y .

20. Number of children of this mother__.........
(Taken as of time of birth of ¢hild herem .

certificd and including this child.)

(b) Born alive but now dead____..
(c) Stillborn

}' {a) Born ative and nov-v-llving:.i__‘__..__

21. Wete ptemuﬂous \Jken agxlnut oph- :

mia neon.ltorum? D

A 0
it

GERTIFIGATE OF A'i'I'BN'DlNG
I hereby certify that I attended the birth of this child, wh%

WRITE PLAINLY WV'rH UNFADING INK--THIS IS'A PERMANENT RECORD

. B.—In cts0 of more than one child at & birth,a SEPARATE RETURN must be mads for each, and tho number of each in’

#When there wasno at(endlng phj slelan
or midwife, then the father, householder, .
cte,, should make this return. A stil bom
chiid is onc that neither breathies nor
shows other evidence of life after blrth

Glven name addcd from
a supplemental repori_.

Signature’.

: Muntl_: N day,’ :}'ear

1 Régistear

Registrar




